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Tuberculosis (TB) of the chest wall is far less frequently encountered than pulmonary infection and
represents between 1% and 2% of TB overall. We report the case of 24-year-old woman presented with
a swelling on the right side of the chest, cervical and right supraclavicular adenopathy, anorexia and
weight loss, over a period of 1 month. Chest computed tomography revealed an abscess in the right
lateral chest wall. There were no pleuropulmonary or bone lesions. Biopsy of supraclavicular node
showed nonspeciﬁc inﬂammatory lesions. Bacterial examination of needle aspiration biopsy specimen
from the chest wall abscess disclosed Staphylococcus aureus. Despite adequate antibiotic, no improve-
ment was obtained. After resection of the abscess, histopathological examination conﬁrmed the diag-
nosis of tuberculosis and acid-fast bacilli grew on aspiration ﬂuid. Tuberculosis infection should be
considered if an infection process failed to respond to anti infectious agents.
 2010 Elsevier Ltd. All rights reserved.1. Introduction
Despite a dramatic decline during several decades, tuberculosis
is still an important public health problem throughout the world.
Tuberculous locations of the chest wall are unfrequently observed,
accounting for less than 5% of all cases of musculoskeletal tuber-
culosis (TB) and 1e2% of TB overall.1
We report a new case of culture proven chest wall tuberculosis
in a young woman with no documented immunodeﬁciency.2. Case presentation
A 23-year-old woman without past medical problems was
admitted in our department in May 2006 with a swelling on the
anterior chest wall noticed one month ago and growing gradually
with weight lost, fatigability, and anorexia. There were no night
sweats, fever or cough. The patient denied any tuberculosis contact
and had received BCG vaccination at birth.
Physical examination revealed a temperature of 37 C, a blood
pressure of 100/60 mmHg, a pulse rate of 94 pulses/min and
a respiratory rate of 16 cycles/min.
There was a limited soft swelling located in upper chest area on
the right of the sternum,without erythema or tenderness extending
between the second and the fourth costal cartilages. Blood testing
revealed a normal white cell count of 4900 cells/mm3 andrved.haemoglobin level of 12.2 g/dl. C reactive protein was moderately
increased (51 g/l) as was sedimentation rate (97 mm). Admission
chest X-ray was normal (Fig. 1). Ultrasound scan showed a well-
limited heterogeneous collection within pectoralis muscle close to
subcutaneous tissue, with cervical and supra clavicular lymph
nodes. Computed tomography showed a collection of low attenua-
tionwith peripheral enhancement located in pectoralismuscle near
the right sternal border, measuring 7213 67 mm (Fig. 2).
Necrotic lymph nodes were noted too, in latero tracheal, hilar and
supra clavicular areas (Fig. 3). Therewas no evidence of bone erosion
or parenchymadisease. Biopsy of supra clavicular nodes revealed no
speciﬁc inﬂammatory adenitis. Ultrasound guided percutaneous
aspiration of the chest collection revealed purulent ﬂuid. A 10-day
courseof IVoxacillin 3 g/daywas realisedwithno improvement. The
patient underwent then surgical evacuation of the chest collection.
Pathological examination of the abscess margins revealed tubercu-
loïd granulomatous inﬂammation with typical caseous necrosis
carrying out the ﬁnal diagnosis of tuberculosis (Fig. 4). Indeed,
smears from surgical samples were positive for Mycobacterium
tuberculosis. A course of anti-tuberculous therapy for eight months
(isoniazid, rifampicin, ethambutol and pyrazinamid for the ﬁrst two
months and isoniazid and rifampicin for the next six months)
allowed successful recovery. The follow up period was uneventful.3. Comment
Chest wall involvement is an uncommon manifestation of
tuberculosis.2,3 It may be due to contiguous spread from underlying
Fig. 2. Peripherally enhancing low attenuation collection (7213 67 mm) near the
right sternum border.
Fig. 1. Chest X ray: normal.
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wall,2 or more commonly to haematogenous seeding from
a quiescent tuberculous focus without active pulmonary disease.
Previous studies reported that cold abscess of the chest wall was
associated with a history of tuberculosis in 83% of the cases.4
Pulmonary active tuberculosis was ranging between 17.4% and
62.5% of the cases.4,5 However, our patient had neither history of
tuberculosis nor concomitant active illness.
Tuberculosis is known for being the great “mimicker”, and will
present differently, depending on organ involved. In our patient, the
clinical and imaging features suggested either a cold abscess or
a chest wall tumour. Besides, pathology of the peripheral lymph
nodes was not conclusive. The preoperative diagnosis of chest wall
cold abscess has been known to be difﬁcult. Computed tomographyFig. 4. Photomicrograph of abscess board biopsy showing granulomatous inﬂammation consisting of epitheloid histiocytes Langhans’ type giant cells and typical caseous necrosis.
Fig. 3. Latero-tracheal and hilar necrotic lymphadenopathy.
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intra thoracic lymph nodes, bone erosion and associated pulmonary
lesions.6 However, distinguishing between tuberculosis and malig-
nancies may be complicated, as observed in our case. Needle aspi-
ration under ultrasonic guidance can show tuberculoïd lesions 6,7 or
detect tubercle bacilli either in smears or on culture.8 Nevertheless
this procedure is not always reliable.9,10 Faure4 reported only a 36.3%
success rate of diagnosis by needle aspiration. Nonaka and
coworkers reported that the positive rate of acid-fast bacilli was 35%
and the positive rate of culturewas 60 %.9 Polymerase chain reaction
(PCR) is a good tool for the diagnosis of soft tissue tuberculosis,11,12
particularly if classic methods failed to carry out a ﬁnal diagnosis,
but it is not a routine procedure in our practice. Haruna12 reported
that acid-fast bacilluswas detected froman abscess in 60% by smear,
30% by culture, and 75% by polymerase chain reaction (PCR). Thus,
surgical drainage with biopsy, as performed in our patient, is often
needed to establish the deﬁnite diagnosis of tuberculosis.13
The treatment of tuberculous cold abscess in the chest wall is
controversial, but combination of surgical and medical treatment
seems to be the best approach, as seen in our case. The recommended
duration of treatment ranges between 6 and 12 months.13e15
In conclusion, the diagnosis of chest wall tuberculosis is some-
times difﬁcult because clinical presentation can mimic either chest
wall tumours or pyogenic abscess. This diagnosis should be kept on
mind even in the absence of past history or concomitant active
tuberculosis.
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